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The Institute of Medicine’s 2003 report The
Future of the Public’s Health in the 21st Century
called for increased accountability by state and
local public health agencies in performing the
core public health functions (assessment, policy
development, and assurance) and the 10 es-
sential public health services (e.g., monitoring
health status, diagnosing and investigating
health problems). An accreditation program
was identified as 1 possible method of ach-
ieving this goal,1 and the recent establishment
of the Public Health Accreditation Board (PHAB)
represents an important step in the process. The
PHAB was established to provide state and local
health departments with a process through
which they could assess their capacities against
recognized standards and apply for accreditation
by a national entity.
The PHAB model and the proposed standards
are based heavily on the outcomes of the Ex-
ploring Accreditation Project (EAP). The EAP
assessed the feasibility of the national voluntary
public health accreditation model, which was
designed to assess state and local health depart-
ments’ capacity and performance against na-
tional standards.2 The EAP was supported by
funding from the Centers for Disease Control
and Prevention (CDC) and the Robert Wood
Johnson Foundation, and work on the project
was led by the Association of State and Territo-
rial Health Officials (ASTHO), the National As-
sociation of Local Boards of Health, the National
Association of County and City Health Officials
(NACCHO), and the American Public Health
Association. These organizations are providing
continuing support to the PHAB. Given this
investment of time and resources, it is critical to
ensure that the conditions that will allow the
national accreditation model to be successful are
in place.
As a means of informing the development of
the public health accreditation model, Mays
conducted a review of accreditation pro-
grams from a variety of service industries.3
That review showed that accreditation
programs with strong and visible incentives (e.g.,
increased eligibility for funding) encourage or-
ganizations to participate and are more likely to
function successfully. For example, in the health
care industry, eligibility for participation in
Medicare has served as a strong incentive for
hospitals to take part in the Joint Commission
on Accreditation of Healthcare Organizations
process.
EAP surveys of state and local agency per-
sonnel have identified quality and performance
improvements, consistency among health de-
partments, and recognition by peers as the
most important incentives associated with ac-
creditation. Another incentive that has
been identified is access to the resources
and services necessary to complete the ac-
creditation process.2 The EAP Finance and
Incentives Work Group has concluded that the
most feasible incentives would be those that
provide financial support in the process of
applying or preparing for accreditation, improve
the efficiency of programs, and provide
new grant funding to accredited health depart-
ments.4
The EAP Steering Committee and the Fi-
nance and Incentives Workgroup has recom-
mended that incentives for public health ac-
creditation be uniformly positive. Types of
incentives not recommended include coercive
or restrictive incentives, such as loss of funding
for health departments that do not participate
in accreditation; incentives that could create
real or perceived conflicts of interest, such as
access to special training; and incentives that
could exacerbate problems for health depart-
ments with few resources, such as small or rural
health departments.
Although these principles and survey results
informed the EAP process, there has been no
effort to systematically explore the incentives
most likely to encourage voluntary participa-
tion in the national public health accreditation
model. The EAP data collection efforts were
Objectives. We sought to identify the incentives most likely to encourage
voluntary participation in the national public health accreditation model.
Methods. We reviewed existing incentives, held meetings with key infor-
mants, and conducted a survey of state and local public health agency repre-
sentatives. The survey was sent to all state health departments and a sample of
local health departments. Group-specific differences in survey responses were
examined.
Results. Survey response rates were 51% among state health department
representatives and 49% among local health department representatives. Both
state health department and local health department respondents rated financial
incentives for accredited agencies, financial incentives for agencies considering
accreditation, and infrastructure and quality improvement as important incen-
tives. State health department respondents also indicated that grant adminis-
tration and grant application would encourage their participation in the national
accreditation model, and local health department respondents also noted that
technical assistance and training would encourage their participation.
Conclusions. Incentives to encourage participation of state and local agencies
in the national voluntary accreditation model should include financial support as
well as support for agency infrastructure and quality improvements. Several
initiatives are already under way to support agency infrastructure and quality
improvement, but financial support incentives have yet to be developed. (Am J
Public Health. 2009;99:1705–1711. doi:10.2105/AJPH.2008.151118)
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limited by incomplete identification of potential
incentives, and data were collected primarily
from convenience samples.
Also informing the research described here
were evaluations of the North Carolina Local
Health Department Accreditation Program;
these evaluations identified several key bene-
fits (e.g., eligibility for additional funding) as
potential incentives for participating in that
accreditation program.5 We sought to identify
additional accreditation incentives and to deter-
mine those most likely to encourage voluntary
participation by state and local health officials in
the proposed national public health accreditation
model.
METHODS
We used a participatory research model in
our study, engaging an advisory group to
ensure that our results would inform the con-
tinued development of the PHAB and to facil-
itate access to research participants. Advisory
group members included representatives from
CDC, the National Network of Public Health
Institutes, ASTHO, NACCHO, the PHAB, the
National Association of Local Boards of Health,
and the Robert Wood Johnson Foundation.
We used both qualitative and quantitative data
collection methods (discussion groups and a
survey), given that such mixed data collection
techniques increase a study’s validity through
providing an improved understanding of the
phenomenon under investigation.6–8
Our study involved 3 phases implemented
during 2007–2008. The first (literature review)
and second (meetings with federal and philan-
thropic organizations) phases were designed
to identify all existing and potential incentives
for accreditation and to examine the feasibility of
those incentives. From the information gathered
in these phases, we created a list of incentive
categories (Table 1). In the third (research)
phase, we attempted to determine the most
compelling and relevant incentive categories
that would encourage state and local health
officials to participate in the national accredita-
tion model.
Discussion Groups
We conducted discussion groups with
NACCHO and ASTHO members to obtain
their feedback on the list of incentive
categories, identify any additional incentives,
and determine the most relevant incentives
to include in a national survey of state and
local public health agency representatives.
Notes from discussion groups were compiled
and summarized to inform survey develop-
ment.
Three discussion groups were conducted via
telephone with 12 NACCHO participants
representing 9 health agencies. Two of these
agencies were small (serving populations of less
than 50000), 4 were medium in size (serving
populations between 50000 and 500000),
and 3 were large (serving populations of more
than 500000). In the case of ASTHO mem-
bers, an invited, closed session with state health
officials or their representatives was held at
the association’s 2007 annual meeting. The 35
participants were split into 3 discussion
tables, each with a facilitator and note taker.
Twenty-one states, diverse in terms of
geography and type of governance structure
(centralized or decentralized), were repre-
sented. The remaining 14 participants repre-
sented government agencies or other organi-
zations.
Survey Development and Administration
Incorporating feedback from the discussion
groups, we developed a survey to examine
the likelihood that specific categories of incen-
tives would encourage health officials’ partici-
pation in public health accreditation. The re-
imbursement category was not included in the
survey because discussion group participants
were concerned that this category was too
variable, would apply only to states providing
direct services, or would be perceived as pu-
nitive. Because a separate PHAB survey was
being conducted with the same respondents at
the same time, the 2 surveys were combined to
avoid respondent confusion. Although the
topics were different, both surveys addressed
accreditation.
TABLE 1—Potential Incentives to Encourage Participation in Public Health Accreditation
Category Examples
National support Policy statements that indicate federal agency support for
accreditation.
Recognition from agencies and foundations to accredited agencies.
Training and technical assistance for agencies
considering accreditation
Training, technical assistance, and consultation to prepare an
agency for accreditation.
Access to CDC field assignees to prepare for accreditation.
Benefits of participating in accreditation Provision of a team-building opportunity for staff.
Improvements in working relationships between agency
personnel and partners (e.g., between state and local personnel).
Financial incentives for agencies
considering accreditation
Funds to prepare to apply for accreditation.
Funds to address potential agency deficits before applying
for accreditation.
Grant administration streamlining Fewer reporting requirements.
Increased flexibility to use unobligated funds.
Financial incentives for accredited agencies Eligibility to apply for grants and contracts. Access to funding
support for quality improvements.
Marketing–recognition of accredited agencies Awards (e.g., provision of awards to accrediting agencies).
Classification (e.g., accreditation with distinction ratings).
Grant application improvements for
accredited agencies
Streamlining of application process.
Accreditation status considered as part of scoring criteria.
Infrastructure and quality improvement
opportunities
Identification of areas for health department improvement.
Receipt of benchmarking data and consultation on quality
improvement activities.
Note. CDC = Centers for Disease Control and Prevention.
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Survey items asked respondents to rate
how likely each incentive category was to
encourage them to volunteer for accredita-
tion (1=not at all likely, 7=very likely), to
select the 2 categories most likely and the
1 category least likely to encourage them to
volunteer for accreditation (hereafter ‘‘final
category’’), to describe why they made each of
these choices, to rate their level of agreement
regarding their agency volunteering for ac-
creditation, and to rate their familiarity with
the national public health accreditation
model and the PHAB. Additional agency in-
formation, such as population size served
by the agency, was provided by NACCHO
and ASTHO and preloaded by the survey
vendor.
Survey Sampling Strategy
All 57 ASTHO members or state health
department officials were included in the
survey sample. NACCHO provided a sam-
pling frame consisting of all unique e-mail
addresses for an updated set of respondents
to the 2005 National Profile of Local Health
Departments survey.9 Because individuals who
elected not to take part in the NACCHO profile
survey also were unlikely to respond to our
survey, we included only profile respondents in
our sample.
A total of 1930 local health departments
were included in the sampling frame, which
was grouped into 6 strata. Subgroups were
defined according to local health department
governance structure (units of local govern-
ment [decentralized] or units of the state health
agency [centralized]) and population of juris-
diction: small (less than 50000), medium
(between 50000 and 500000), or large (more
than 500000). To ensure sufficient numbers
for our subgroup analyses, we overweighted
the sample for large local health departments
and units of the state health agency. Partici-
pants were randomly selected via the Stata
version 10 (StataCorp LC, College Station,
TX) random number function.
The survey was administered to 55 state
health department representatives and 574
local health department representatives (rep-
resentatives from South Carolina and Micro-
nesia did not receive the survey instrument
because of an error in survey administration).
An initial e-mail and 4 reminders were sent to
all nonrespondents, and a fifth reminder was
sent to state health department nonrespon-
dents.
Data Analysis
We used SAS version 9.1.2 (SAS Institute
Inc, Cary, NC) to conduct the survey data
analysis. Survey responses were assessed sep-
arately with univariate analyses (for both state
health department and local health department
data) as well as bivariate analyses (for local
health department data).
In the case of the local health department
data analysis, sample strata and weight state-
ments were included in each survey procedure.
Sampling weights were computed as the ratio
of the total number in each of the 6 sampling
strata divided by the number responding to the
survey. This strategy compensated for both the
unequal probabilities of selection and differ-
ences in response rates according to strata. The
final weighted distribution matched the popu-
lation distribution.
We assessed bivariate associations between
the 6 strata and the incentive categories,
likelihood of seeking accreditation, familiarity
with the national accreditation model, and
familiarity with the PHAB. We also examined
associations between the incentive categories
and likelihood of seeking accreditation, fa-
miliarity with the national accreditation
model, and familiarity with the PHAB. We
included significant bivariate associations in
the linear regression analysis so that we could
assess relationships between variables.
RESULTS
Of the 629 individuals who received the
invitation to complete the survey, 309
responded (overall survey response rate: 49%).
Twenty-eight of these respondents were state
health department representatives (state health
department subsample response rate: 51%).
In the case of the local health department
sample, 281 individuals responded (local
health department subsample response rate:
49%). Within the NACCHO local health de-
partment respondent groups, response rates
were 51% for the decentralized strata (ranging
from 43% for local health departments serving
small populations to 63% for those serving
large populations) and 43% for the centralized
governance strata (ranging from 36% for local
health departments serving small populations
to 50% for those serving medium-sized popu-
lations).
Incentive Ratings and Explanations
State health department respondents. Among
state health department respondents, mean
incentive category ratings (on the 7-point scale)
ranged from 3.74 for benefits to 6.0 for fi-
nancial incentives for agencies considering ac-
creditation and grant administration (Table 2).
State health department respondents’ mean
ratings in 5 categories—financial incentives for
agencies considering accreditation, financial
incentives for accredited agencies, grant ad-
ministration, grant application, and infrastruc-
ture and quality improvement—were 5.0 or
higher. The highest percentage (44%) of state
health department respondents named finan-
cial incentives for accredited agencies as their
first-choice incentive category; 24% named
infrastructure and quality improvement as
their first choice.
To determine other priority choice cate-
gories, we examined the combined percent-
ages of first- and second-choice categories.
Twenty percent or more of the respondents
also rated the grant application and grant
administration categories as a first- or second-
choice incentive. Forty percent of state health
department respondents selected marketing–
recognition as their final category, and 24%
selected national support as their final cate-
gory.
In open-ended questions, state health de-
partment respondents indicated that their
first- and second-choice incentives were tan-
gible, offset or covered the cost of accredita-
tion efforts, rewarded efforts to undertake
accreditation, and contributed to agency
quality improvement efforts. According to
one respondent who selected financial in-
centives to prepare for accreditation, ‘‘[We
are not] likely to receive state funds for the
accreditation process[,] so assistance would
be necessary.’’ In the words of another
respondent:
The data obtained from the accreditation process
would help us identify areas we need to
strengthen within our infrastructure. Consulta-
tion along with benchmarking data will help to
advance the progress of our local and state
health departments.
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Local health department respondents. Among
local health department respondents, mean
incentive ratings ranged from 4.34 for benefits
to 5.93 for financial incentives for agencies
considering accreditation (Table 3). Local
health department respondents’ mean ratings
were 5 or higher for the following categories:
financial incentives for agencies considering
accreditation, financial incentives for ac-
credited agencies, grant administration, grant
application, and technical assistance and train-
ing for agencies considering accreditation. As
was the case with the state health department
respondents, the highest percentage of local
health department respondents (35.7%) se-
lected financial incentives for agencies consid-
ering accreditation as their first-choice cate-
gory; 14.8% selected this category as their
second choice.
To determine other priority choice cate-
gories, we again examined the combined per-
centages of first- and second-choice categories.
Approximately 38% of local health department
respondents identified financial incentives for
accredited agencies as their first or second
choice, and 33.4% identified infrastructure
and quality improvement. Training and tech-
nical assistance for agencies considering
accreditation was selected by 37.5% of re-
spondents as their first or second choice, but
it was primarily seen as a second choice
(28.4% of the 37.5% identified it as a second
choice). Approximately 40% of local health
department respondents selected marketing–
recognition as their final category, and 22.6%
selected national support. No significant differ-
ences in mean incentive ratings among the
NACCHO local health department strata were
found.
In open-ended questions regarding first- and
second-choice incentives, many local health
department respondents indicated that if they
were to consider volunteering their agencies
for accreditation, financial support and other
forms of support, such as training and technical
assistance, would be necessary to offset the
perceived costs. As one participant put it, ‘‘Our
health department is very small and has a very
small budget, so financial incentives to apply to
be accredited would be necessary to get the
ball rolling.’’
Other local health department respondents
explained that they were looking to improve
the general quality of their health departments
or to improve infrastructure and services.
According to one respondent:
I am looking at accreditation as a means of self-
improvement. Our Health Department does an
excellent job in our community, but we would
TABLE 3—Incentive Category Ratings of Local Health Department Respondents










Financial incentives for agencies
considering accreditation
5.93 60.112 (5.71, 6.15) 35.7 14.8 2.9
Financial incentives for accredited
agencies
5.65 60.130 (5.40, 5.91) 19.4 18.2 3.2
Grant administration 5.62 60.111 (5.40, 5.84) 4.4 5.4 9.8
Grant application 5.25 60.125 (5.00, 5.50) 2.2 7.5 5.2
Training and technical assistance
for agencies considering
accreditation
5.16 60.115 (4.93, 5.38) 9.1 28.4 5.6
Infrastructure and quality
improvement
4.96 60.126 (4.71, 5.21) 20.1 13.3 3.1
Marketing–recognition 4.05 60.141 (3.78, 4.33) 4.4 5.5 40.4
Benefits 4.34 60.126 (4.09, 4.59) 3.9 2.8 7.2
National support 4.25 60.136 (3.98, 4.52) 0.9 4.2 22.6
Note. CI = confidence interval.
aRatings were made on a scale ranging from 1 (not at all likely to encourage) to 7 (extremely likely to encourage).
bRespondents’ choice of the category least likely to encourage them to volunteer for accreditation.
TABLE 2—Incentive Category Ratings of State Health Department Respondents










Financial incentives for agencies
considering accreditation
6.00 60.167 (5.66, 6.34) 16.0 16.0 4.0
Grant administration 6.00 60.166 (5.66, 6.34) 0.0 20.0 4.0
Financial incentives for
accredited agencies
5.93 60.208 (5.50, 6.35) 44.0 16.0 0.0
Grant application 5.59 60.220 (5.14, 6.04) 12.0 8.0 4.0
Infrastructure and quality
improvement
5.04 60.207 (4.61, 5.46) 24.0 12.0 0.0
Training and technical assistance
for agencies considering
accreditation
4.74 60.211 (4.31, 5.17) 0.0 12.0 12.0
National support 4.63 60.241 (4.13, 5.13) 0.0 4.0 24.0
Benefits 3.74 60.211 (3.31, 4.17) 4.0 4.0 12.0
Marketing–recognition 3.93 60.231 (3.45, 4.40) 0.0 8.0 40.0
Note. CI = confidence interval.
aRatings were made on a scale ranging from 1 (not at all likely to encourage) to 7 (extremely likely to encourage).
bRespondents’ choice of the category least likely to encourage them to volunteer for accreditation.
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like to know if what we are doing makes a
difference.
Explanations of final-category choices. State
health department and local health depart-
ment respondents both selected marketing-
recognition and national support as the
incentives least likely to encourage their
participation in the national accreditation
model. Respondents indicated that these in-
centives were not as important to them or as
likely as others to persuade their stake-
holders, communities, and elected officials to
support the agency volunteering for accredi-
tation. In addition, respondents noted that
these incentives were vague and not practical.
According to a state health department re-
spondent: ‘‘Our leadership in legislature
care[s] less about national recognition and
more about what our own state stakeholders
believe to be true.’’
More important, given the perceived effort
needed to undertake accreditation, respon-
dents did not view these incentives as
compelling reasons to initiate the process. In
the words of a local health department re-
spondent, ‘‘The time and expense needed for
accreditation must be more substantive than
‘marketing’ and ‘recognition.’ ’’ Table 4 sum-
marizes the incentives most and least likely
to encourage state health department and
local health department respondents’ partici-
pation in the national voluntary accreditation
model.
Other Accreditation Measures
The survey also examined state health de-
partment and local health department re-
spondents’ familiarity with the national vol-
untary public health accreditation model and
the PHAB along with their likelihood of
seeking accreditation. The majority of state
health department respondents (55.5%) were
familiar or very familiar with the national
voluntary public health accreditation model;
more than one third (38%) were familiar or
very familiar with the PHAB; and 37% agreed
or strongly agreed that their health depart-
ment would seek accreditation under the na-
tional model.
Local health department respondents
were not as familiar with the national model
or the PHAB, with 29.8% indicating that
they were somewhat familiar with the
national model and the majority indicating
that they were not at all or not very familiar
with the PHAB. Nevertheless, 31% of local
health department respondents strongly
agreed or agreed that they would seek ac-
creditation. No differences were found in
these ratings for the 6 jurisdictions in the
NACCHO local health department strata.
Associations Among Variables
Among the local health department respon-
dents, there were significant linear relation-
ships between all of the incentive categories
and the likelihood of seeking accreditation
under the national voluntary public health
accreditation model. In other words, as re-
spondents’ ratings of each incentive as likely to
encourage volunteering for accreditation in-
creased, their likelihood of seeking accredita-
tion increased.
DISCUSSION
In this study, we sought to identify the
incentives most and least likely to encourage
state and local health officials to volunteer
their agencies for accreditation. Among both
state and local officials, the incentive cate-
gories most likely to encourage participation
in the national public health accreditation
model were financial incentives to prepare
for accreditation, financial incentives for
accredited agencies, and support for infra-
structure and quality improvement. Respon-
dents from state health agencies also indi-
cated that the grant administration and grant
application incentive categories would en-
courage their participation in the national
accreditation model. Respondents from
local health agencies reported that provi-
sion of technical assistance for agencies
to prepare for accreditation or to address
areas of quality improvement would also
encourage their participation in the national
model.
EAP survey respondents identified quality
and performance improvement, consistency
among health departments, and recognition
by peers as the most important incentives for
accreditation. These results are consistent
with the findings described here with the
exception of recognition by peers. Although
the recognition incentive category used in our
study primarily addressed national-level rec-
ognition (in contrast to recognition by peers),
respondents indicated that recognition in
general was not a priority incentive and that it
is inherent in accreditation. However, the
other incentives included in this research,
such as financial incentives to prepare for
TABLE 4—Summary of Incentive Categories Most and Least Likely to Encourage
Participation in the National Accreditation Model














Financial incentives for agencies
preparing for accreditation
X X
Financial incentives for accredited agencies X X




National support X X
Marketing–recognition X X
aIncentive categories that state health department and local health department respondents selected as first and second
choices (most likely to encourage participation in the national accreditation model).
bIncentive categories that state health department and local health department respondents selected as final choices (least
likely to encourage participation in the national accreditation model).
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accreditation, were not included in the EAP
survey. Our study provided a more complete
array of potential incentives to state and local
health agency respondents, which may have
decreased the perceived importance of the
recognition incentive.2
Among the local health department respon-
dents to our survey, there was a statistically
significant linear relationship between incen-
tives and likelihood of seeking accreditation.
This finding is consistent with data collected for
the EAP, in which an association was observed
between likelihood of seeking accreditation
and benefit levels perceived by health agencies.
Future studies may be needed to examine
whether there is a causal relationship among
these variables.
Limitations
There were several limitations of the third
(research) phase of our study. Both the NAC-
CHO and ASTHO discussion groups were
convenience samples. The participation of
these individuals was based on their interest
and availability. The online survey format
limited explanation of incentive category
definitions and did not allow display of all
examples of incentives within specific cate-
gories. Respondents’ ratings of incentives may
have been affected by a less than complete
understanding of the incentive categories.
The wording of the survey items, such as
familiarity with the national accreditation
model, relied on respondents’ self-interpreta-
tions, which may have introduced response
bias. The online survey was paired with an-
other survey on PHAB messages, which af-
fected the design and implementation of the
survey, including quality control and pilot
testing.
Areas for Further Research and
Exploration
Several aspects of accreditation incentives
could not be addressed in this research. First,
we were unable to assess incentive thresh-
olds, that is, whether a state or local public
health agency can receive incentives in iso-
lation of other state or local agencies’ partic-
ipation in accreditation. Second, we did not
examine whether proposed public health
standards and measures were consistent with
existing federal agency grant requirements.
Third, additional research may be needed to
explore and verify incentives that state
agencies can provide to local agencies. Fi-
nally, although the financial assistance
category distinguished between offering in-
centives for agencies preparing for accredi-
tation and accredited agencies, there was
limited exploration on the timing of such
incentives.
Given the linear associations between our
incentive categories and the likelihood of ap-
plying for accreditation, there is a need for
additional research on these variables as
well as health officials’ familiarity with the
national model and the PHAB. State and local
public health agencies in which there is a high
level of familiarity with accreditation and
quality improvement processes (e.g., those
participating in the Multistate Learning Col-
laborative10 and the NACCHO Operational
Definition projects11) may be important labora-
tories for conducting additional research.
Implementing Incentives
Infrastructure and quality improvement and
training and technical assistance accreditation
incentives have begun to be provided by na-
tional organizations such as ASTHO, NACCHO,
CDC, and the Robert Wood Johnson Founda-
tion.12–15 Only a few of these initiatives, however,
were in place at the time of our survey. Addi-
tional initiatives may be needed to sufficiently
encourage state and local health agencies to
participate in the national accreditation model,
and other key incentives have yet to be devel-
oped.
A caveat is necessary with respect to finan-
cial incentives for accredited agencies. Several
discussion group participants and survey re-
spondents warned that this incentive category
could in fact be interpreted as a disincentive for
accreditation as a result of its potential for
being punitive. Respondents were clearly
aware that, if they failed in their attempts to
become accredited or lost their accreditation
status, they could lose access to funds. The
punitive nature of such incentives could be
minimized by making them available only in
the case of competitive grants for new pro-
grams, particularly those targeted to state
agencies.
As incentives are further developed and
implemented, several considerations may
maximize their impact. First, state and local
agencies may need a menu of incentives, or
multiple incentives may be needed at any
given time. Financial incentives to prepare for
accreditation, quality improvement, and
technical assistance may be a particularly
strong set of incentives to be offered simul-
taneously. Second, national organizations,
federal agencies, and the PHAB should in-
tentionally coordinate development of
incentives and consider the phased develop-
ment of specific incentives. Finally,
incentives should be pilot tested, evaluated in
terms of their effectiveness, and appropri-
ately communicated to state and local health
officials. j
About the Authors
Mary V. Davis, Margaret M. Cannon, and Edward L.
Baker are with the North Carolina Institute for Public
Health, Gillings School of Global Public Health, University
of North Carolina, Chapel Hill. Liza Corso and Dennis
Lenaway are with the Office of Chief of Public Health
Practice, Centers for Disease Control and Prevention,
Atlanta, GA.
Correspondence should be sent to Mary V. Davis, DrPH,
MSPH, North Carolina Institute for Public Health, CB
8165, Chapel Hill, NC 27599 (e-mail: mary_davis@unc.
edu). Reprints can be ordered at http://www.ajph.org by
clicking the ‘‘Reprints/Eprints’’ link.
This article was accepted December 10, 2008.
Note. The findings and conclusions in this report are
those of the authors and do not necessarily represent the
official position of the Centers for Disease Control and
Prevention.
Contributors
M.V. Davis designed and managed the research and
drafted and revised the article. M.M. Cannon created
data collection instruments, conducted phases of the
research, and reviewed and commented on article drafts.
L. Corso, D. Lenaway, and E.L. Baker provided input on
all research phases and provided feedback on article
drafts.
Acknowledgments
This project was supported by funding from the Centers
for Disease Control and Prevention through its coopera-
tive agreement with the National Network of Public
Health Institutes.
We thank Jennifer McKeever of the National Network
of Public Health Institutes for her contributions to the
project and J. Michael Bowling of the Gillings School of
Global Public Health, University of North Carolina, for his
analysis of survey data.
Human Participant Protection
Data collection procedures and instruments were sub-
mitted to the Public Health and Nursing Institutional
Review Board at the University of North Carolina and
determined to be not in need of approval.
RESEARCH AND PRACTICE
1710 | Research and Practice | Peer Reviewed | Davis et al. American Journal of Public Health | September 2009, Vol 99, No. 9
References
1. Institute of Medicine. The Future of the Public’s
Health in the 21st Century. Washington, DC: National
Academy Press; 2003.
2. National Association of County and City Health
Officials. Exploring Accreditation Research and Evalu-
ation Work Group Recommendations. Available at:
http://www.phaboard.org. Accessed April 20, 2009.
3. Mays G. Can Accreditation Work in Public Health?
Lessons Learned From Other Service Industries. Princeton,
NJ: Robert Wood Johnson Foundation; 2004.
4. Nolan P, Bialek R, Kushion ML, Lenaway D, Hamm
MS. Financing and creating incentives for a voluntary
national accreditation system for public health. J Public
Health Manag Pract. 2007;13:378–382.
5. Davis MV, Reed J, Devlin LM, Michalak CL,
Stevens R, Baker E. The NC accreditation learning
collaborative: partners enhancing local health depart-
ment accreditation. J Public Health Manag Pract.
2007;13:422–426.
6. Caracelli V, Greene J. Crafting mixed-method eval-
uation designs. New Dir Eval. 1997;74:19–32.
7. Shaw M, Corazzi S. Avoiding holes in holistic
evaluation. Educ Technol Soc. 2000;3(4):1–16.
8. Davis MV, MacDonald PDM, Cline J, Baker EL.
Evaluation of public health response to hurricanes
finds North Carolina better prepared for public
health emergencies. Public Health Rep. 2007:122:
17–26.
9. 2005 National Profile of Local Health Departments.
Washington, DC: National Association of County and
City Health Officials; 2006.
10. Brewer RA, Joly B, Mason M, Tews D, Thielen L.
Lessons learned from the Multistate Learning Collabo-
rative. J Public Health Manag Pract. 2007;13:388–394.
11. Lenihan P, Welter C, Chang C, Gorenflo G. The
operational definition of a functional local public health
agency: the next strategic step in the quest for identity
and relevance. J Public Health Manag Pract. 2007;13:
357–363.
12. Gorenflo G. Accreditation: time to get ready. J Public
Health Manag Pract. 2007;13:432–434.
13. Russo P. Accreditation of public health agencies:
a means, not an end. J Public Health Manag Pract.
2007;13:329–331.
14. Corso LC, Landrum LB, Lenaway D, Brooks R,
Halverson PK. Building a bridge to accreditation—the
role of the National Public Health Performance
Standards Program. J Public Health Manag Pract.
2007;13:374–377.
15. Association of State and Territorial Health Officials.
Opportunity for accreditation technical assistance.
Available at: http://www.astho.org/index.php?template=
public_health_systems.html. Accessed April 20, 2009.
RESEARCH AND PRACTICE
September 2009, Vol 99, No. 9 | American Journal of Public Health Davis et al. | Peer Reviewed | Research and Practice | 1711
